MISSOUR! DIVISION OF HEALTH — ARD CERTIFICATE OF DEATH 63=035595

DEPARTMENT OF PUILIC HEALTHM AND WEI.FARI .

D5 NOT WRITE amencee 1 ion,.D)im‘ct Ne. T Y e rimary Registration District No. ) . istrar’s No. +
ON THIS STUB _ ._ﬁ il GOT— 863 i

1.. PLACE OF DEATH 2. USUAL RESIDENCE (Where decensed lived, If institution: Residence before

2. COUNTY DeKalb _ _ 5. STATE Mo, " b. COUNTY Delalb . admission)

b. CITY{If. outside corporate limits, give TOWNSHIP only) Langth of stay in 1b c. CITY. lnside Limits

OR " OR .

oW {nion Stan ' 4 yna oW {lnion Stan Yerld No D
€. FULL NAME OF (If NOT in hospltal, give location) - Fhaide Limits d. STREET (If cutside, give-location} Reside on Farm

HOSPITAL OR . ADDRESS ’ s

INSTITUTION Yes [T No[J T - ' Yes [1 No [J

STATE FILE NUMBE;(

V57300
Rev. 4/59

10320
20320

DATE AMENDED

3 #AME OF DE)CEASED First Middle Last 4. DATE Month . Day Year
ype ot print . ’
larence < Baken viam  Mlanch 4, 1963
5. SEX 6. COLOROR RACE | 7. Mamried [0 Mever Married [} |8. DATE!OF BIRTH |-9- AGE {fast birthday) [IF UNDER T YEAR IF UNDER 24 HR

male Wue ‘Widowed [] Divorced [ /10/76 86 W Menths | Days

10a. USUAL OCCUPATION Give kind of work-done | 10b. KIND OF BLISINESS;OR INDUSTRY BIRTHPLACE (City. and nah'x or country);| 12, CITIZEN OF WHAT COUNTRY

during hi of'év;iking life, even if fetirad) Selfac : Rochesten Missommni . 5’ A.
T H R WATOER AN ’ T

13a. FATHER'S NAME 13l v N “14. NAME.QF HUSBAND OR WIFE
15. WAS:DECEASED EVER IN-U.S. ARMED:FORCES? 16 SOC1A) SECIIDITY B 17.  INFORMANT Address
(Yes, k 11 (If yes, gi ;dates of S 5

es, nW‘;r unknown, I [IF yes, give war or:dates of serv| ma—w'e Me/l U n 5 m.L

18. CAUSE OF DEATH (Enter only une cause per line ¥or {a), (B), and {). INTERVAL BE]‘WEEN
PART L. DEATH WAS CAUSED B . SET A EATH

lMMEDIn_ATE CAUSE.(a)

DOCUMENT

Conditions, if any,’ OUE TO (b)
-which ‘gave rise to

above' cause {a),

stating theinder;

lying, cauu last: DUE TO (c)

PART 11 .OTHER SIGNIFICANT CONDJTIONS CONTRIBUTING - TO DEA‘I'H but not related to the terminal PART 111, i .deceated was fermale w
disease condition given in PART | (e) there a pregnancy in last 90, dayx|

e N ]D Yas ] Gl Ne [ 0O Unknown|
19, WAS AUTOPSY | 20a: ACCEI)ENT SUI(J'J:IlDE HOMEIICID_E 20b. DESCRIBE HOW INJURY. OCCURRED: (Enter natyre of inlury in PART | or PART 11.of -item 18,}
PERFORMED? 0., e : ’ ) '
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20d." INJURY.OCCURRED :20e, PLACE OF INJURY (e.g. in or about home, | 20f.-CITY, TOWN, OR LOCATION
. -WHILE'AT WORK []. " farm, factory, street, office bidg.; etc.) ' )
NOT WHILE AT.WORK []

N N

B tendes 2 - e L i nd [ast saw. mm live o i
- Desth ocsurred at. m on the dafe stated: above, and to. rhe best of my knowfedge, from-the.causes stated.

%%Jo& s | jnck B3

23a. BURIAL, CREMATION, [ 23b. DATE 23c. MAME OF CEMETERY OR CREMATORY d 23d. Lsﬁcarqou (Clty, ‘tawn, ar-county) {State)
R

VAL (szecrfv) /ntl/tdl 3 /96_3 Union (hapel (fa/.li olf ( lm!wdale,/nmwm
4 / )

DRESS___,  __— | 25 DATE RECD, BY LOCAL REG._
— %

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

BY AFFIDAVIT OF.

TEM NO.

eat on’




€961 ¢ - 490

'STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by i ' Student Embalmer No.

working under my personal supervision.

Student

Signature of Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revecation of license). '
- if embalmed by a STUDENT, he also shall sign in his OWN handwriting.
Iif this body is not embalmed, fact should be so stated above.




